INTRODUCTION
Last year Americans spent over two billion dollars a day on health care. 1 For 1992, the nation's annual health care bill will soar well beyond $800 billion.
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Eight hundred billion dollars is more than enough to provide all the health and long-term care Americans need. Yet instead of mounting efforts to do just that, a growing number of politicians and health care experts seem bent on elevating health care rationing to a national policy. We have always rationed care by our wallets: those with the thickest wallets get the best care and many of those with empty wallets get little or none. For the future, many experts propose to distribute care "more intelligently" and "more fairly" by subjecting most of the population to the rationing now reserved for the poor. Rationing is a macabre dance of despair, choreographed by the failure of half-hearted efforts to rein in health care costs, by extravagant waste, by refusing to provide timely care to the poor, and by self-indulgent lifestyles. The willingness of Americans to spend more than $800 billion on health this year should be an opportunity to release the poor from rationing and give all Americans all the care they need. Instead, the new melody rising to the top of the health policy charts is rationing care-this time, by rules orchestrated by many of the same politicians, bureaucrats and physicians who created the current crisis. Wanting to play God rather than serve Him, they now claim the wisdom to decide who should suffer how much pain how long; who should walk and who should limp; and who will live, who will die, and when.
Pressure to ration is fueled by ever-expanding expenditures for a health care system that still leaves many without access to care. Health care spending is rising two and one-half times faster than GNP. 4 Last year, health care spending was approximately 13% of GNP 5 compared to 11.6% in 1989.6 This year health care will approach 14% of our GNP, 7 a figure that will rise to more than 16% by the end of the decade. 8 These increases are not buying better health for Americans, or any care at all for many of them. Since the late 1970s, health care's share of GNP has jumped more than 50% 9 while the proportion of poor people with access to care has dwindled. At its peak, Medicaid covered 75% of the poor; today, less than half of the poor are. covered. 10 The number of Americans without health insurance has climbed to some 35.7 million.
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But it is an unconscionable cop-out to resort to rationing by any means-the current scheme of wealth, or any new one based on age, a lottery of diseases or computer quantifications of pain-when we can have care for all our people with a little efficiency, prudence, and prevention. Studies indicate that at least 25% of the money we spend on health care is wasted. 12 Which means that more than $200 billion will be wasted this year, including more than $40 billion taxpayer dollars' 5 -far more than the cost of the most expensive health reform plans currently under discussion.
Instead of restricting care, we can expand access if we shrink overcapacity, streamline the health care bureaucracy, emphasize prevention, rationalize the medical malpractice system, and eliminate perverse incentives for doctors and hospitals.
I. EXCESS CAPACITY
Hospitals operate at an average of two-thirds of their capacity, with many at less than 50%.14 We have up to 400,000 excess hospital beds, at an unnecessary cost of up to $12 billion. 15 We also suffer from excess technology. There are 10,000 mammography machines in operation, four times the number actually needed. 16 To recover the cost of this excess capacity, owners charge an average of more than $100 for each mammogram. 17 resonance imaging, lithotripsy, and coronary angioplasty-grew steadily, but use of the procedures they were supposed to replace also continued to grow.
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II. BUREAUCRACY
Red tape produces billions of dollars of red ink. Policy makers have created a Dante's Hell of regulation and manipulation. Insurance company medical auditors and government bureaucrats push and shove each other to look over the shoulder of every doctor whose bills they are asked to pay. Their monitoring of every patient, provider, procedure and prescription has forced doctors and nurses to become masters of the universe of regulatory manipulation rather than masters of the universe of medicine.
The cost to doctors and hospitals to document the eligibility of patients, obtain approval of hospital admissions and other procedures, and bill patients, climbed to $62 billion in 1983.21 With the proliferation of pre-admission screens and other review mechanisms in the second half of the 1980s, this year will top $100 billion.
III. PERVERSE INCENTIVES
The insurance coverage system also impacts health care access perversely. A doctor who believes that a patient requires a complete physical exam will often diagnose shortness of breath or some other common complaint to justify payment by the insurance company.
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Medicare reimbursement leads doctors to commit patients to hospitals because the individual simply cannot afford to pay for outpatient care.
The absence of insurance coverage for poor patients whom doctors treat for free and the failure to reimburse fairly for Medicaid patients often lead physicians to manipulate charges so Blue Cross and Blue Shield of Illinois has installed a computer program designed to detect an estimated $25 million a year in overcharges resulting from unbundling-the practice of breaking a major procedure into smaller components and billing separately for each. 25 Caterpillar, the heavy equipment manufacturer, developed its own software with Boston University to detect overcharges.
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As a result, consulting companies offer seminars on how to maximize reimbursement for doctors. 2 7 A newsletter advises physicians on billing strategies. 28 Against this backdrop, the rising number of Americans without health insurance presses doctors and hospitals to scramble for ways to recoup some of the costs of uncompensated care.
IV. UNNECESSARY TESTS AND PROCEDURES
Millions of unnecessary procedures and tests are performed each year. Almost half the coronary bypasses, the majority of Caesarean sections, and a significant proportion of many other procedures, such as pacemaker implants and carotid endarterectomies, are unnecessary or of questionable value. 29 A former editor of the Journal of the American Medical Association is convinced that more than half of the forty million medical tests performed each day "'do not really contribute to a patient's diagnosis or therapy." Guidelines being drafted for the federal government will recommend prostatectomy for only 100,000 of the 400,000 men who receive the operation each year; the cost of the excess procedures is $2 to $3 billion. How doctors are paid is a factor contributing to rising health care costs. In a study of 30,000 California newborns with serious medical problems, researchers found that those born to uninsured parents received 28% less services than those with private insurance, despite the fact that the uninsured newborns had significantly greater medical problems. Doctors who operate their own equipment-such as X-ray and ultrasound-use diagnostic imaging four times more often than those who refer patients to radiologists. 8 These doctors also charge more for the same procedures. 8 9 The authors of this study examined 66,000 episodes of care provided by 6,400 physicians.
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They concluded: "The potential to self-refer patients ... must surely complicate physicians' decisions and perhaps jeopardize their obligation to place their patients' interests above their own."
The medical malpractice system does more than generate unnecessary tests and procedures and drive some of the best doctors from the profession. 4 2 It is also supremely inefficient. Of the roughly $7 billion in annual premiums paid by doctors and hospitals, less than half wind up in the hands of injured patients. 43 Moreover, only a fraction of patients who actually suffer injuries ever receive any compensation.
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Last year, a team of researchers from the Harvard School of Public Health released the most comprehensive study of medical malpractice conducted in the United States. 45 They tracked the experience of over 30,000 patients in fifty-one hospitals in New York State. 4 6 They found that almost 4% of those hospitalized experienced injury because of their medical treatment and that onefourth of the injuries were due to negligence.
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The Harvard researchers estimated that less than 2% of injuries due to negligence led to malpractice claims. 48 of patients injured in hospitals never received any compensation. 49 Researchers found that the losses due to all injuries in 1984, whether or not attributable to negligence, were about equal to the amount of malpractice insurance New York doctors and hospitals paid that year-about $1 billion. 50 These losses include lost wages and benefits, unreimbursed health care costs, and other expenses, but not compensation for pain and suffering. 51 So, for the price of compensating a small fraction of those injured in hospitals under our current tort system, a no-fault system could compensate everyone who suffered injury.
Whether or not we adopt a no-fault system, we can do much to revamp the medical malpractice system. Medical professionals should be held accountable for negligence and incompetence, but not for disappointment and grief over events only God can control. States should limit the amount of financial recovery to modest payment for pain and suffering (as California has), link legal damages to costs of health care and compensation for lost income and lingering disability, and sharply reduce contingent legal fees.
VI. DEFENSIVE MEDICINE
Malpractice premiums and the cost of defensive medicine which these premiums fuel, together may account for some $30 billion a year in health care spending. 52 physicians cling to them, even in the face of studies by their colleagues which show a procedure to be useless or highly question- Americans the efficiencies of modern technology. Nurses and physician assistants are prohibited from performing many common procedures and making many routine examinations and diagnosestasks which they could do far less expensively and just as competently as doctors.
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These health care professionals can perform a host of tasks which include examining, diagnosing and treating many wounds, sprains, and common respiratory ailments, but they are rarely used to their full capacities.
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Nurse-midwives can handle normal deliveries as effectively as doctors at less cost.
64 Indeed, midwives are increasingly used in rural areas and where malpractice insurance premiums have made the practice of obstetrics prohibitively 65 expensive.
Physician assistants, most of whom complete a two-year training program and a national examination, are performing everything from the most basic primary care to high-tech surgical procedures.
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In some operating rooms, physician assistants wield scalpels and sutures alongside of experienced surgeons. 67 In rural areas, physician assistants and nurse practitioners provide virtually all primary care, sometimes under the supervision of physicians who are up to fifty miles away.
68 Perhaps most importantly, physician assistants are paid a fixed salary ranging between $35,000 and $60,000 a year, less than half the average annual income of doctors. 6 9 commercial interests that contributed to the consolidation of professional authority"); id. at 224-25 (discussing early attempts by the profession to control the problem of "lack of any standards or regulation in the practice of... specialties"). 
VIII. PREVENTION
Two-thirds of all disease and premature death is preventable, 70 but less than three-tenths of one percent of our national health bill pays for health promotion and disease prevention. 71 American health priorities should be obvious: quit smoking, stick to proper diet, control drinking, stay away from drugs, exercise, learn to handle stress, and take preventive measures such as regular checkups.
Americans dislike being preached to, but they can be persuaded. Prevention messages, presented creatively and persistently, can change behavior and reduce our need for high cost medical interventions. The dramatic reduction in national smoking rates from well over 40% in 1964 to less than 30% today 2 attests to that. There are plenty of other opportunities for prevention savings. A 1990 study reported that among women, 40% of heart attacks and angina are the result of excessive body weight.
7 3 For the one-fourth of American women aged thirty-five to sixty-four years who are 30% or more overweight, 70% of heart disease is due to excess weight. 74 The cost of teen pregnancies, another preventable health risk, is $22 billion a year in food stamps, welfare, and Medicaid benefits. 76 The risk of heart attack among women who quit smoking declines rapidly; within three to four years of quitting, it becomes approximately the same as that for women who have never smoked. 7 7 In 1990, a new study showed strong scientific evidence that life-style changes alone can begin to reverse even severe coronary artery disease after only one year, without the use of cholesterol-lowering drugs. 78 
IX. ADDICTION
Addiction is public health enemy number one. The economic cost of addiction easily exceeds $300 billion in health care, disability payments, lost productivity, accidents, and crime; the true cost in health care alone is probably $100 billion. 79 Yet the federal government research effort amounts to only $500 million out of a budget of over $10 billion for the war on drugs.
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Consider the number of people involved: 54 million Americans are hooked on cigarettes, 102 million are current users of alcohol, and at least 48,000 are addicted to heroin. 81 At least 10 million abuse barbiturates and other sedative-hypnotic drugs; 66 million have used marijuana, and 10 million report recent usage; 23 million have tried cocaine, and 2.4 million are considered "hard-core addicts"; more than half a million use hallucinogens like LSD and PCP; at least half a million use crack. 82 No one knows how many millions of them are dependent, in one way or another, on these drugs.
We need a National Institute on Addiction in the National Institutes of Health. Such an institution would combine the research work of the National'Institutes of Drug Abuse and Alcohol Abuse and Alcoholism, and conduct research on all substance abuse and multiple addiction, including cigarette smoking. It has been difficult to get our best minds persistently concentrated on preventing and treating addiction, in part, because the problem is so infernally complex and, in part, because the level of commitment of research funds has been erratic. Creating one national institute for all addiction would help generate a steady stream of money for research, make clear our national commitment, and attract more of our best minds to the effort.
CONCLUSION
Unfortunately for our health care system, purchasers of care are so frustrated by relentlessly rising costs that they spend more time figuring how to dump costs on one another than figuring how to provide quality medicine to all at a reasonable cost. The federal government seeks to dump more Medicaid costs on the states, the states on the big cities, and government at all levels on the private sector. Much of the business community is now engaged in an attempt to dump costs on the government.
The federal government's view of health care policy is driven by the politics of the budget deficit. The level of quality and extent of access are circumscribed by the political games people in Washington play. At the regulatory level, Medicare increasingly tailors reimbursement for procedures according to its budget goals. In Congress, the basic health care policy is made in the legislative structure of the budget reconciliation process, not in the context of what makes good sense as a matter of health care policy.
Instead of scheming how to get someone else to pay the health care bill or constructing bureaucratic mazes to ration care, we should be focusing on how to eliminate the senseless waste in our health care system and reallocate those resources to benefit all our citizens. If we converted to productive use only a portion of the $200 billion we will waste this year, we could afford even the ambitious proposals of the Pepper Commission. 83 The cost of the Commission's proposal to provide health insurance to the uninsured and long-term care to the elderly amounts to less than half of the 25% of our health care bill that goes for unnecessary health Rationing is not a solution to the problems we face, it is a capitulation of despair. Yet, unless we act promptly to manage our health care resources prudently, we may well face a grim future of triage. Many workers and retirees will lose their employer-based coverage or have it drastically reduced; Medicare beneficiaries will wait in longer and longer lines for lower and lower quality care; millions of citizens will continue to be denied access to basic health care, millions more will fall victim to addiction; and only the wealthiest Americans will be able to afford long-term care.
This future is not a fantasy and it is not far away. Fortunately, the money needed to avoid it is already allocated to health care. We need only spend that money wisely. If we do, we can provide higher quality health care for all our citizens at the same price we are now paying to provide a declining quality of care for only some.
